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ABSTRACT 
Suicide is a major health crisis affecting all parts of the world. Although extensive research has 
been conducted on suicide and numerous suicide prevention programs are in place, there still 
exists a gap in our knowledge as to how to encourage the public to reach out to individuals who 
may be suicidal. The aim of the current study is to examine methods of responding when 
confronted by an individual with suicidal tendencies. Participants completed four scales 
measuring their knowledge of suicide, personality characteristics, level of suicide stigma, and 
knowledge of how best to respond to an individual with suicidal tendencies. Data was analyzed 
by way of a regression analysis. Results suggest knowledge of suicide and suicide stigma are 
predictive of knowledge of how to appropriately respond to someone with suicidal tendencies; 
however, the personality characteristics included in this study were not found to add to the 
regression model. Limitations and future directions are discussed.  
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1 
INTRODUCTION 
 
The World Health Organization (WHO) details many statistics related to the concern 
posed by suicide around the world, including a global mortality rate of one death every 40 
seconds (Owens et al., 2011). A global survey conducted by the WHO found that 61% of the 90 
countries that participated in the survey indicated suicide was a significant public health concern 
(Arensman, 2017). The Centers for Disease Control (CDC) published the Youth Risk Behavior 
Surveillance in 2017 (Kann et al., 2017), which included many statistics related to suicide among 
adolescents. The CDC reported that 17.2% of high school students in the United States had 
seriously contemplated suicide, 13.6% had made a plan, and 7.4% had attempted suicide at least 
once over the past year prior to taking the survey. Additionally, at each of these levels females 
reported rates twice as high as males. The CDC reported a linear decrease occurring from 1991 
to 2007, but an increase from 2007 to 2017 in the percentage of students contemplating suicide 
and creating a plan. Finally, the CDC (2015) reports that a suicide occurs in the U.S. every 13 
minutes and suicide is the second leading cause of death among individuals aged 15-34.  
Many suicide prevention programs (SPP) and campaigns have been created, including 
state and national level campaigns (i.e. Know the Signs, Ask Listen Refer, Question Persuade 
Refer, Raising Awareness of Personal Power, Mental Health First Aid, Let’s Talk). Most of these 
programs focus on increasing knowledge and awareness, decreasing stigma, and encouraging 
individuals to reach out to the person with suicidal tendencies and appropriately referring them 
for professional services. The RAND Corporation has published a Suicide Prevention Program 
Evaluation Toolkit for programs to evaluate the efficacy of their SPPs (Acosta, Ramchand, 
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Becker, Felton, Kofner, 2013). Since 2005, program evaluations show SPPs have improved 
significantly in that they have been achieving their goals (Zalsman et al., 2016).  
An expectation surrounding suicide is that mental health professionals will identify and 
treat individuals with suicidal ideation. Based on the fact that this is what mental health 
professionals are trained to do, there appears to be widespread belief that evaluation of 
individuals with suicidal tendencies is reserved only for professionals. This is evident in the 
research literature, as exemplified by one article, “Suicide Risk Assessment: What Psychologists 
Should Know” (emphasis added; Sommers-Flanagan & Shaw, 2017). However, statistics show 
that 75% of individuals who take their own life are not under the care of a mental health 
professional (Owens et al., 2011). This points to the need for all members of the community to 
be properly trained on suicide prevention. Fortunately, some countries have adopted the idea that 
“suicide is everyone’s business” (Owens et al., 2011), which has increased the number of SPPs 
directed at a broader category of individuals, not just professionals. Additionally, research has 
found that youth experiencing suicidal ideation are more likely to confide in their peers than in 
adults (Hazell & King, 1996). As one study found, many people are able to discern depressive 
behaviors in individuals to whom they are close (Owens et al., 2011). Notably, research has 
found that many individuals experiencing suicidal ideation communicate their intent to loved 
ones before attempting (Owen, Belam, Lambert, Donovan, Rapport, & Owens, 2012; Owens et 
al., 2009; Houston, Hawton, & Shepperd, 2001). However, the concern then becomes how loved 
ones react to the signs individuals with suicidal tendencies are displaying, which is a frequent 
aim of SPPs (Nicholas, Rossetto, Jorm, Pirkis, & Reavely, 2018).  
The vast majority of SPPs instruct “gatekeepers” to ask about suicide (Nicholas, 
Rossetto, Jorm, Pirkis, & Reavely, 2018). Therefore, it is important to include as an outcome 
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variable if gatekeepers are more likely to ask about suicide after completing training. Individuals 
experiencing suicidal ideation have also indicated that taking suicide threats seriously is 
important during open communication about suicide with loved ones (Nikolas, Pirkus, Rossetto, 
Jorm, Robinson, & Reavely, 2017). However, some programs “rarely provided guidance on how 
to talk about suicide with someone who might be at risk” (Nicholas, Rossetto, Jorm, Pirkis, & 
Reavely, 2018).  
SPPs typically work to train “gatekeepers,” defined in the suicide literature as 
“individuals in a community who have face-to-face contact with large numbers of community 
members as part of their usual routine.” The goal of SPPs is to increase gatekeepers’ ability to 
“identify persons at risk of suicide and refer them to treatment or supporting services as 
appropriate” (U.S. Department of Health and Human Services Office of the Surgeon General and 
National Action Alliance for Suicide Prevention, 2012). SPPs have had as a primary learning 
objective the increase of knowledge about suicide, but this alone has not increased individuals’ 
reaching out behaviors when they believe someone may be suicidal (Wyman et al., 2008). 
Efficacy research has shown that stigma can be decreased, but individual intervention behaviors 
have not been increased. Therefore, the focus should be on how to increase trained individual’s 
reaching out behaviors.  
“Question Persuade Refer” is an SPP that was implemented in Tennessee following 
policy change that mandated all mental health professionals undergo specialized training on 
suicide prevention. Outcome measures, based on gatekeeper self-report, showed increases in 
gatekeeper preparedness, knowledge of suicide, access to services, and a decrease in gatekeeper 
reluctance. However, there was no change in objective measures of gatekeepers asking students 
about suicide or distress or referring students to appropriate services (Wyman et al., 2008).  
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Owens et al. (2011) conducted a qualitative analysis in which they asked individuals who 
were close to someone who died by suicide to reflect on the months leading up to the suicide. 
The most important finding from this study was why these close members did not initiate a 
conversation about suicide with the individual experiencing suicidal ideation. The participants 
indicated many reasons they did not ask, including the following: awkwardness, embarrassment, 
hypocrisy, ignorance, busy lives, respect for the individual’s autonomy, and fear of saying the 
wrong thing (Nicholas, Rossetto, Jorm, Pirkis, & Reavely, 2018; Owens et al., 2011). The 
present study aims to add to the information obtained by Owens and colleagues (2011), 
especially by obtaining quantitative data and not relying on hindsight.  
This study will examine the predictive factors related to appropriately responding to 
someone who may be having thoughts of suicide. Factors to examine include: participant’s 
knowledge of suicide (Revised Facts on Suicide Quiz; Voracek, Tran, and Sonneck, 2008), 
participant’s stigma related to suicide (Stigma of Suicide Scale; Batterham, Calear, & 
Christensen, 2013), and the participant’s personality characteristics (NEO – Neuroticism: 
vulnerability or N6; Extraversion: assertiveness or E3; Conscientiousness: competence or C1; 
Goldberg et al., 2006).  
The researchers hypothesize that participants will have a better understanding of how best 
to respond to individuals implying suicidal ideation if: they have strong knowledge of suicide; 
they have low suicide stigma; they have lower levels of vulnerability; and they have higher 
levels of assertiveness and competence. 
The researchers hypothesize that the unique variance of knowledge of how to 
appropriately respond to suicidal individuals will be accounted for by knowledge of suicide and 
levels of suicide stigma, vulnerability, assertiveness, and competence.   
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METHODS 
 
Participants 
A total of 91 participants were obtained for this study. Two participants were excluded: 
one only reported demographic information and the other reported their age as 17. Therefore, 89 
participants were included in the final participant pool and subsequent analyses. Of the 89 
participants, 72 (80.9%) were female, 16 (18.0%) were male, and one did not identify. Ages 
ranged from 18 to 34, with a mean of 19.56 and standard deviation of 2.64. Additionally, 28 
(31.5%) participants indicated they had participated in a suicide prevention program prior to the 
study, while 61 (68.5%) indicated they had not. This study utilized a convenience sample from 
general psychology classes at a midsize, midwestern university. Participants were recruited using 
SONA Systems, a cloud-based software used to facilitate the research recruitment process at 
Missouri State University. No incentive was directly provided by the researcher, but participation 
fulfilled course requirements.  
 
Measures 
The Revised Facts on Suicide Quiz (RFSQ; Voracek, Tran, and Sonneck, 2008) was used 
to assess participant’s knowledge of suicide. Participants were presented with the 14 items and 
asked to determine if the statements were true or false. Items were presented in the order 
originally used to validate the scale. Higher scores indicated more knowledge about suicide.  
The Stigma of Suicide Scale – Short Form (SOSS-SF; Batterham, Calear, & Christensen, 
2013) was used to measure participants’ perceived stigma related to individuals who die by 
suicide. It is a list of 16 words related to suicide in which individuals indicated how much they 
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agreed with each item relative to individuals who take their own lives. Descriptive words 
presented fall into one of three categories: stigma, isolation/depression, or 
glorification/normalization. All items were presented in a random order across participants. 
Scores were rated on a 1 (strongly disagree) to 5 (strongly agree) scale with higher scores 
indicating more stigma. 
Items from the International Personality Item Pool or IPIP (https://ipip.ori.org/) were 
used to assess participants’ levels of vulnerability (N6), assertiveness (E3), and competence 
(C1). The IPIP-NEO is a public domain resource that provides researchers with the ability to 
assess factors and facets within the Big Five model of personality using open access materials 
(http://www.personal.psu.edu/~j5j/IPIP/ipipneo300.htm). Vulnerability is a facet from the 
Neuroticism scale, with high scores indicating the participant feels “unable to cope with stress, 
becoming dependent, hopeless, or panicked when facing emergency situations” and low scores 
indicating they “perceive themselves as capable of handling themselves in difficult situations” 
(McCrae & Costa, 2010, pg. 22). Assertiveness is a facet from the Extraversion scale, with high 
scores indicating participants “are dominant, forceful, and socially ascendant” while low scores 
indicate participants “prefer to keep in the background and let others do the talking” (McCrae & 
Costa, 2010, pg. 22). Competence is a facet from the Conscientiousness scale, with high scores 
indicating participants “feel well-prepared to deal with life” and low scores indicate participants 
“have a lower opinion of their abilities and admit that they are often unprepared and inept” 
(McCrae & Costa, 2010, pg. 23). Additionally, competence and vulnerability are negatively 
related to one another, which is in line with the researcher’s predictions. Each facet contained 10 
statements that were indicative of either high or low levels on that scale, for a total of 30 
statements. Participants were asked to rate how accurately they felt the statements described 
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them on a 1 (very inaccurate) to 5 (very accurate) scale. Items were presented in a random order 
across participants.  
The Suicide Intervention and Response Inventory (SIRI; Neimeyer & McInnes, 1981) 
was used to assess participant’s ability to determine appropriate responses to an individual 
expressing suicidal ideation. The SIRI contains 25 statements made by an individual who is 
experiencing some degree of suicidality. To each statement, the participant was presented with 
two “helper” replies. Participants were instructed to determine which of the two replies was more 
appropriate. Items were presented in the order originally used to validate the scale. Responses 
were compared to those of a professional panel. Higher scores indicated better understanding of 
how to respond to an individual experiencing suicidal ideation.   
 
Procedure 
The study was approved by Missouri State University’s Institutional Review Board on 
February 4, 2019 (study number IRB-FY2019-344, see Appendix). Participants joined the study 
by choosing it on SONA Systems. Once joined, they were redirected to the study on Qualtrics. 
Participants were first presented with an informed consent statement, at which point they needed 
to accept and acknowledge their rights and attested to being 18 years or older. Following 
consent, they were asked simple demographic questions, including gender, age, and if/when they 
had participated in a suicide prevention program in the past. Finally, participants were presented 
the scales in random order. Participation in the study fulfilled part of course requirements. 
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RESULTS 
 
Reliability statistics were obtained for all four measures, with individual statistics 
reported for the three facets of the NEO-PI-3 (assertiveness E3, competence C1, and 
vulnerability N6). Further, three regressions were run: one regression comprising all the 
measures, one comprising the measures hypothesized to positively correlate with appropriate 
responding (competence, assertiveness, and knowledge), and one comprising the measures 
hypothesized to negatively correlate with appropriate responding (stigma and vulnerability).  
Cronbach’s alphas were high for the NEO-PI-3 facets (vulnerability = .868; assertiveness 
= .840; competence = .809) and the SIRI (.802). However, the SOSS and RFSQ demonstrated 
low reliability (Cronbach’s alphas of .696 and .270, respectively). This appears to be the first 
study to calculate reliability statistics for the RFSQ. A possible explanation for the low reliability 
may be that the RFSQ has a two-factor structure rather than a single one – a factor analysis 
would be able to determine this, but there was not a sufficient number of participants in this 
study to conduct one.  
The correlations between all variables are presented in Table 1. The Pearson correlation 
coefficient between knowledge of appropriate responding (SIRI) and stigma (SOSS) was 
significant at the .05 level, r (87) = -.31, p = .003. The Pearson correlation coefficient between 
knowledge of appropriate responding (SIRI) and knowledge of suicide (RFSQ) was significant at 
the .05 level, r (87) = .36, p = .001. The Pearson correlations between knowledge of appropriate 
responding (SIRI) and the three personality facets (N6, E3, C1) did not reach statistical 
significance: SIRI and N6, r (87) = -.01, p = .946; SIRI and E3, r (87) = -.08, p = .453; SIRI and 
C1, r (87) = .13, p = .222.  
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The Pearson correlation coefficient between knowledge of suicide (RFSQ) and stigma 
(SOSS) was significant at the .05 level, r (87) = -.27, p = .010. Consistent with findings by 
McCrae and Costa (2010), competence (C1) and vulnerability (N6) were found to have a 
statistically significant negative correlation, r (87) = -.67, p < .001. The Pearson correlation 
coefficient between assertiveness (E3) and vulnerability (N6) was significant at the .05 level, r 
(87) = -.36, p = .001. The Pearson correlation coefficient between assertiveness (E3) and 
competence (C1) was significant at the .05 level, r (87) = .46, p < .001. Finally, participation in 
an SPP was found to have a statistically significant negative correlation with knowledge of 
suicide (RFSQ), r (87) = -.22, p = .040.  
 
         Table 1: Correlation matrix. 
Variable 1 2 3 4 5 6 7 
1. SIRI -- -.31* .36* -.01 -.08 .13 .04 
2. SOSS 
 
-- -.27* .01 -.11 -.14 -.08 
3. RFSQ 
  
-- .04 -.01 .03 -.22* 
4. N6  
   
-- -.36* -.67* .08 
5. E3 
    
-- .46* -.18 
6. C1 
     
-- -.04 
7. Participation in SPP       -- 
* p < .01 
 
Multiple regression analyses were conducted to examine the relationship between 
appropriate responding and various potential predictors. Table 2 summarizes the descriptive 
statistics and analysis results. The multiple regression model with all five predictors produced R2 
= .212, F(5, 83) = 4.461, p = .001. As can be seen in Table 2, knowledge had a significant 
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positive regression weight, indicating participants reporting more knowledge of suicide were 
expected to have more knowledge of appropriate responding, after controlling for the other 
variables in the model. Stigma had a significant negative weight, indicating participants reporting 
higher levels of suicide stigma were expected to have lower knowledge of appropriate 
responding, after controlling for the other variables in the model (a suppressor effect). 
Personality facets (vulnerability, assertiveness, and competence) did not contribute to the 
multiple regression model.  
 
    Table 2: Regression model and descriptive statistics. 
Variable Mean SD Multiple Regression Weights Sig. 
   b β  
SIRI 18.29 4.01 13.11 
 
.064 
SOSS 43.42 6.66 -.16 -.22 .032 
RFSQ 11.28 1.69 .67 .28 .007 
N6 27.73 7.80 .03 .07 .617 
E3 31.97 7.01 -.10 -.18 .114 
C1 33.80 5.06 .17 .22 .128 
 
 
Due to the personality facets not correlating with the other variables (including the 
dependent variable), a multiple regression analysis was conducted to examine the relationship 
between appropriate responding and the two variables that were found to have statistically 
significant correlations with the dependent variable. Table 3 summarizes the descriptive statistics 
and analysis results. The multiple regression model with the two predictors produced R2 = .176, 
F(2, 86) = 9.166, p < .001. As can be seen in Table 3, and consistent with the initial regression 
presented in Table 2, knowledge had a significant positive regression weight, indicating 
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participants reporting more knowledge of suicide were expected to have more knowledge of 
appropriate responding, after controlling for the other variables in the model. Stigma had a 
significant negative weight, indicating participants reporting higher levels of suicide stigma were 
expected to have lower knowledge of appropriate responding, after controlling for the other 
variables in the model (a suppressor effect). 
       
       Table 3: Adjusted regression model and descriptive statistics. 
Variable Mean SD Multiple Regression Weights Sig. 
   b β  
SIRI 18.29 4.01 16.57 
 
.000 
SOSS 43.42 6.66 -.14 -.23 .025 
RFSQ 11.28 1.69 .69 .29 .005 
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DISCUSSION 
 
Consistent with the hypotheses, lower suicide stigma and more knowledge of suicide 
predict an individual’s knowledge of how to appropriately respond to an individual with suicidal 
tendencies. On the other hand, the personality facets of vulnerability, assertiveness, and 
competence do not predict knowledge of appropriate responding. It is likely someone who has 
low suicide stigma will be more respectful and thoughtful in their responses to individuals 
expressing suicidal ideation, whereas someone with high suicide stigma may have difficulty 
expressing empathy to an individual experiencing suicidal ideation. Similarly, someone who has 
more knowledge of suicide may have additionally learned how best to respond to individuals 
expressing suicidal ideation. 
As mentioned, personality facets of vulnerability, assertiveness, and competence were not 
found to predict knowledge of appropriate responding. This may be an indication that personality 
factors do not contribute to how people choose to interact with individuals expressing suicidal 
ideation. However, it may be possible that the three chosen personality facets alone do not affect 
how an individual interacts with someone who is expressing suicidal ideation; instead, there may 
be other personality characteristics not assessed for in this study that are predictors. Potentially, a 
more comprehensive personality assessment may be found to better predict knowledge of 
appropriate responding.  
Unsurprisingly, suicide stigma was found to negatively correlate with knowledge of 
appropriate responding, meaning individuals who report low suicide stigma are better able to 
choose the appropriate way to respond to an individual expressing suicidal ideation, and people 
who report higher suicide stigma are not as accurate at choosing appropriate responses to 
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individuals expressing suicidal ideation. Additionally, knowledge of suicide was found to 
positively correlate with knowledge of appropriate responding. This means individuals who are 
more knowledgeable about suicide are better able to choose appropriate responses to individuals 
expressing suicidal ideation, and those who have less knowledge of suicide are not as good at 
choosing appropriate responses. This supports the notion that decreasing suicide stigma and 
educating the public about suicide can improve the interactions between individuals experiencing 
suicidal ideation and those who choose to reach out to them. Suicide stigma and knowledge of 
suicide were found to negatively correlate, meaning individuals who reported lower suicide 
stigma had increased knowledge of suicide, and those who reported higher levels of suicide 
stigma were not as knowledgeable about suicide. Considering these variables are predictive of 
appropriate responding, working to cause a positive change in one potentially will affect change 
in the other.  
Regarding suicide prevention programs (SPPs), the current study did not find a 
relationship between self-reported participation in an SPP and level of suicide stigma. Further, 
this study found a negative correlation between participation in an SPP and knowledge of 
suicide. This means individuals in this study who reported having participated in an SPP had less 
knowledge of suicide. If these results are accurate, then the effectiveness of SPPs is drawn into 
question. The measure used to assess for knowledge of suicide (RFSQ) had low reliability, 
however, meaning it may not be the most effective measure of knowledge of suicide. Further, no 
relationship was found between participation in an SPP and knowledge of appropriate 
responding. SPPs are designed to increase knowledge and awareness of suicide, decrease stigma, 
and increase reaching out behaviors. Results from this study suggest that SPPs may not be 
affecting positive change in any of their identified objectives or goals. As previously discussed, 
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results suggest participation in an SPP is not associated with an increase in reaching out 
behaviors. Based on the findings of the current study, individuals who report participating in an 
SPP may not engage in more reaching out behaviors because they do not possess the knowledge 
of how best to respond to an individual expressing suicidal ideation when presented with one, 
thus decreasing their confidence in reaching out.  
There were a number of limitations with the current study. The RFSQ demonstrated low 
reliability. Stronger conclusions could be drawn regarding participant knowledge of suicide if a 
measure with a stronger reliability coefficient had been utilized. Additionally, as mentioned, only 
three facets of personality were measured (with a total of thirty items), rather than a full 
personality assessment. Using a comprehensive measure of the “Big Five” personality 
characteristics might reveal relationships between other factors or facets and reaching out 
behavior. The study also relied on self-report of participation in SPPs – it may be that more 
participants had participated in an SPP but did not recall their participation. Further, less than 
one-third of the participants reported having participated in an SPP, thus giving a 
disproportionate sample from which to draw for the analyses. This study contained a 
disproportionately large sample of females (80.9%) versus males (18.0%). Finally, the sample 
consisted only of college students in one region of the country. A larger, more representative 
sample may yield different conclusions.  
For future directions, it would be interesting to assess for gender and age differences on 
suicide stigma and knowledge of suicide and appropriate responding. To truly assess the efficacy 
of SPPs in increasing reaching out behaviors, research is needed using actual behavioral 
measures as the dependent variable. In such a study, knowledge of suicide, suicide stigma, and 
personality characteristics could be assessed for, as well, to determine their relationship with 
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individuals who engage in reaching out behaviors. Considering the large health crisis suicide 
poses, more research is needed to assess the true efficacy of SPPs.  
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